presented for a variety of surgical interventions, including the following: breast augmentation (17 patients); mastopexy (two patients); augmentation mastopexy (15 patients); and breast reduction (five patients). Breast reduction was defined as the removal of 300 g or more from at least one breast. Reductions of less than 300 g on both sides were categorized as mastopexies.
Preoperative photographs were compared with postoperative photographs taken at least three months after surgery.
The mean crease level for both breasts was identified pre-and postoperatively with a tape measure placed at the level of the inframammary crease when the patient's arms were down ( Figure 1 ). The tape measure also served to One-way analysis of variance (ANOVA) tests were used to compare augmentation, mastopexy and reduction combined, and augmentation mastopexy. The "Reduction + Implants" category was not included in the comparison because there was only one patient in this group. The mean change in the inframammary crease level for each of these three procedure groups was compared with zero using single-sample t tests. These t tests revealed that augmentation significantly lowered the inframammary crease (P < .001), while mastopexy and reduction significantly elevated it (P < .01). There was no significant change for augmentation mastopexy. Tukey HSD post hoc tests following the ANOVA tests showed that the augmentation group was significantly younger than the augmentation mastopexy group (P < .001). The inframammary crease level was significantly lower after augmentation, compared with mastopexy and reduction combined (P < .001) and augmentation mastopexy (P < .05). The inframammary crease level was significantly higher after mastopexy and reduction, compared with augmentation (P < .001) and augmentation mastopexy (P < .05). Operating times were significantly shorter for augmentation, compared with the other two groups (P < .001).
b
Operating times for breast procedures only. Operating times that included other procedures done in combination were not included. 
Statistical Analysis
Statistical analyses were performed with SPSS for Windows version 15.0 (SPSS, Inc., Chicago, Illinois). The mean for continuously measured variables was calculated with oneway analysis of variance (ANOVA). The single-sample t-test was utilized to compare the changes in the level of the inframammary crease (to zero). A P value < .05 was considered significant.
ReSultS
All patients treated with primary breast augmentation demonstrated a significant (P < .001) lowering of the level of the inframammary crease, with a mean descent of 0.71 cm. Patients treated with augmentation mastopexy showed both elevation (eight cases) and lowering of the crease (six cases). In one augmentation mastopexy patient, the crease level was unchanged. There was no significant net change in inframammary crease level for augmentation mastopexy patients. The inframammary crease level was significantly (P < .01) elevated in all breast reduction and mastopexy patients by an average of 2.28 cm in the reduction patients and 1.94 cm in the two mastopexy patients (Table 1) .
Figures 1 through 4 demonstrate the level before and after surgery inframammary crease in several representative patients from this series.
diScuSSion
This study confirms that the inframammary crease is consistently lowered by breast augmentation. It has been suggested that the level of the inframammary crease is raised by a vertical mastopexy or reduction [2] [3] [4] [5] [6] [7] and the data from this study confirm that a vertical mastopexy or reduction does consistently raise the level of the inframammary crease. These results are not surprising from a geometric perspective; closure of a vertical ellipse on the lower pole of the breast would be expected to produce such a change, provided that care was taken to adequately remove fatty tissue in the lower resection area to prevent a "mastopexywrecking bulge." 8, 9 As a hybrid procedure, it might be expected that an augmentation mastopexy would produce either lowering of the inframammary crease, or elevation, or no change at all, and this is indeed what was observed. The author does not utilize the inframammary crease as a landmark for nipple location in surgery. Instead, nipple position is assessed after formation of the breast mound.
This avoids any need to predict the point of maximum breast projection and also avoids the finality of a keyhole or mosque-dome incision. The level of the inframammary crease is usually concealed in photographs and is difficult to reliably assess, with potential for error as its level is translated to the front of the breast. 10, 11 Also, the level changes during surgery, further making it an unreliable landmark.
This study did not examine any possible changes in the level of the inframammary crease after inverted-T procedures. This level does not lend itself to retrospective study because it is hidden in photographs. The author has replaced the inverted-T technique with the vertical technique in his practice, precluding its prospective evaluation. Unlike with the vertical technique, the base of an inferior pedicle is left intact, without resection of tissue. Such tissue resection would, of course, compromise the vascularity of an inferior pedicle. Importantly, the lower pole level-defined as the level of the most inferior point on the breast-is more visible to the patient and easier to measure than the inframammary crease level. The lower pole level reliably moves up after augmentation mastopexy (Figure 3) . The lower pole level-not the inframammary crease-should define the lower border of the breast and the upper extent of the torso. Therefore, the author believes that the lower pole level is more clinically relevant than the level of the inframammary crease.
concluSionS
The level of the inframammary crease is dynamic. It is typically lowered by breast augmentation and raised by a vertical mastopexy or reduction. The lower pole level is recommended as an alternative landmark. 
